Objective: This study explored how male and female family caregivers of Alzheimer's disease (AD) patients differ in their use of formal services and informal support and how religiousness may affect such differences. Methods: Data were from a sample of 720 family caregivers of AD patients who participated in the Resources for Enhancing Alzheimer's Caregiver Heath (REACH I) study sites in Birmingham, Boston, Memphis, and Philadelphia. Results: Female caregivers were less likely to use in-home services than males (M = 0.83 vs. M = 1.06, p < .01) but reported more use of transportation services (21.6% vs. 12.7%, p < .01) and more use of informal support (M = 13.9 vs. M = 10.7, p < .01). Mediation tests suggested that three measures of religiousness helped explain the relationship between gender and use of formal services and informal support. Discussion: These findings highlight the necessity to assess AD caregivers' religiousness to better understand their circumstances. W omen have had a long history as the primary caregivers in American society. With medical advances and increased longevity, this has increasingly included care of older adults. These same factors have also resulted in an increase in the number of males providing care to adults, most often spouses. Males, however, have not had the same tradition of and
experiences with caregiving that females have had and thus might approach the task somewhat differently (Calasanti & Bowen, 2006) .
A substantial proportion of current female AD caregivers was born in the first third of the 20th century and formed many of their views on caregiving during the 1930s and 1940s. Caregiving, both of children and adults, during this time was largely a family/friend matter. Day care was not readily available, elder care programs were nonexistent, and the proportion of married women who worked outside the home was low (Velkoff & Lawson, 1998) . Consequently, care systems were largely informal.
Beyond the family, the primary institution that provided support and help to individuals was the church. Mothers, perhaps because they had primary responsibility for the socialization of their children, were more heavily involved with the church and thus could, at least on occasion, find support and assistance from the church community (Levitt, 1995) . Males from this same era had primary responsibility for providing financially for the family and had less involvement in direct care of children or, in those cases where it occurred, adult care. They also generally had less involvement with the church, at least as a system of social support (Francis, 1997) .
The biographical context of current caregivers not only influences their knowledge about various types of services but also their perceptions of gender roles and religiousness. This study addressed how male and female family caregivers of Alzheimer's disease (AD) patients differ in their use of formal services and informal support and how religiousness may affect any differences.
Previous work on the relationship of caregivers' gender to their use of informal support reveals no consistent pattern. Collins and Jones (1997) did not find differences in the use of informal support in a study of husband and wife caregivers. Ingersoll-Dayton, Starrels, and Dowler (1996) found that men used more informal support from friends and families with caregiving tasks than women, whereas Wallsten (2000) found that female caregivers had more informal support than males. Pinquart and Sorensen's (2006) meta-analysis suggests that the gender differences may be smaller than expected because women have larger social networks available to them, but male caregivers are more motivated than female caregivers to seek assistance. This could be because male caregivers are less prepared for and less comfortable with the caregiving role (Stoller & Cutler, 1992) .
Research on gender differences in the use of formal services is also mixed. The widely adopted Andersen behavioral model (1995) suggests gender is a predisposing factor that influences health service use. However, empirical studies to date have not found a relationship between gender and overall formal service use (Bookwala et al., 2004; Tennstedt, Crawford, & Delgado, 1998) . Thus, if gender differences exist, they may be contingent on the specific type of formal service under examination. For example, there is evidence that male caregivers are more likely than females to use in-home services to take care of their relatives (Kadushin, 2004; Larsson & Thorslund, 2002) . Alkema, Reyes, and Wilber (2006) found that high-risk older women were more likely than men to use transportation services. Given the few studies in this area, Pinquart and Sorensen (2006) suggest that more research needs to be focused on gender differences in the use of specific formal services.
The relationship between religion and help-seeking behavior of older adults and their caregivers has also received research attention. Some studies suggest that religious organizations may substitute for or supplement the assistance provided by informal networks and formal service agencies (Delgado, 1996; Naleppa & Reid, 2003) . In a study of older African Americans, Williams and Dilworth-Anderson (2002) found that churches helped link their members to more formal services, but not to the use of informal support. A recent national study found religious attendance to be associated with use of preventive health services (Benjamins, Trinitapoli, & Ellison, 2006) . However, religiousness was negatively related to health service use in a study of African American and White older women (Ark, Hull, Husaini, & Craun, 2006) . Findings from a qualitative study suggest religiosity can either impede or prompt the help seeking of family caregivers (Levkoff, Levy, & Weitzman, 1999) . Because of the limited number studies in this area and the conflicting findings, the evidence to date is less than conclusive.
Gender differences in religiousness might result from specific gendertyped socialization. According to social role theory, gender differences are due to the different social demands on men and women and are often associated with differences in race, ethnicity, social class, and religion (Eagly, 1987; Kaye, 2002) . Women and men internalize gender differences because they act in accordance with their social roles, which are associated with different expectations and require different skills. Religion comprises a significant part of socialization in any society, and males and females approach and practice religion differently. Females are routinely found to be more likely to engage in religious activities than males (Navaie-Waliser, Spriggs, & Feldman, 2002; O'Connell, Saxena & Underwood, 2006; Stark, 2002) . Understanding male-female religiousness differences might contribute to knowledge about gender differences in use of informal support and formal service use.
Our literature review leads us to conclude that gender differences in the use of informal support and formal services are complex. The present study pursued two aims. The first was to determine whether there were gender differences in the use of informal support and specific formal services among AD caregivers. The second was to determine if such differences could be explained by the nature of the caregiver's religious involvement. We used Pearlin's coping-stress model (Pearlin, Mullan, Semple, & Skaff, 1990) to organize potential predictors into sociodemographics, caregiving context variables, and mediators (see Figure 1 ). We formed the following hypotheses: (a) Female caregivers use more informal support than male caregivers; (b) Female caregivers use fewer in-home services, but more outside home services (e.g., transportation, support group, and day care services) than male caregivers; and (c) religiousness, particularly religious service attendance, mediates the relationship between gender and use of informal support and formal services.
Method Participants
This study used baseline data from the 295 African American and 425 Caucasian participants from the Resources for Enhancing Alzheimer's Caregiver Health I (REACH I) project sites in Birmingham, Memphis, Philadelphia, and Boston. Because of the small number of male Hispanic caregivers in the overall REACH I study, we excluded participants from the Palo Alto and Miami (sites with substantial proportions of female Hispanic caregivers) and all Hispanic caregivers in the remaining sites (n = 20) from this study. The resulting sample included 165 male and 555 female caregivers. agencies, and physicians' offices. See Schulz et al. (2003) for details about recruitment for the REACH I project. To be included in the study, care recipients had to have a medical diagnosis of probable AD or exhibit a Mini-Mental State Exam (MMSE; Folstein, Folstein, & McHugh, 1975) score of less than 24. In addition, care recipients had to have at least one basic activity of daily living (ADL) limitation (Katz, Ford, Moskowitz, Jackson, & Jaffe, 1963) or two instrumental activities of daily living (IADL) limitations (Lawton & Brody, 1969) . All caregivers in the study had to be at least 21 years old, live with the care recipient, and consider themselves to be the primary caregiver. They also must have provided an average of at least 4 hours of daily care for the recipient for at least 6 months. Data for this study were collected through in-home interviews during the baseline phase.
Measures
Dependent variables. A scale developed by the REACH I research team measured the use of formal services. Seven questions asked caregivers whether or not they used a particular type of formal service in the last month. To measure use of in-home services, we counted how many of the following four services participants used in the last month: homemaker, home health, visiting nurse, and meals delivered to home (scores could thus range from 0 to 4). Cronbach's alpha for this set of questions was .60. Three types of out-of-home services included transportation, 
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day care, and support group services. Cronbach's alpha for these three items was .44. Thus, we elected not to combine these items in the analysis. See detailed information about these measures in Harrow et al. (2004) .
Informal support was measured by the amount of actual help the caregiver reported receiving using an 11-item instrument based on work by Krause and Markides (1990) . Specific items included tangible support, (e.g., help with transportation), emotional support, (e.g., having others listen and show interest), and informational support, (e.g., sharing suggestions). Response choices ranged from 0 for never to 3 for very often. Factor analysis of the items indicated all had reasonable loadings on a single factor. Item scores were added together resulting in an index with a possible range of scores from 0 to 33. Coefficient alpha for this measure with this sample was .81.
Mediating variables. Religiousness is generally considered to be a multidimensional concept (Hill & Hood, 1999; Idler, et al., 2003; Koenig, McCullough, & Larson, 2001) . Religiousness in this study was assessed with three separate items that deal with three different dimensions of religiousness (Koenig & Futterman, 1995) . Participants reported how often they attended religious services or activities (never = 1 to nearly very day = 6), and how frequently they prayed or meditated (never = 1 to nearly every day = 6). Participants also indicated how important religious faith or spirituality was to them (not important = 1 to very important = 4).
Possible control variables.
Other variables in the study that might affect the relationship between gender and use of formal and informal support included care recipients' cognitive ability, the amount of help with ADLs and IADLs provided by the caregiver, and caregivers' sociodemographic and health-related characteristics. Care recipients' cognitive impairment was measured by the MMSE. We counted how many of 14 ADL and IADL activities the care recipient needed assistance with, and how many of them were assisted by family caregivers. Sociodemographic characteristics of the caregivers included age, race (African American or Caucasian), years of education, relationship to care recipient (spouse or other), years taking care of the care recipient, and household income. Household income was measured on a 10-point scale (0 through 4 are $5000 ranges from 0 to $20,000 and 5 through 9 are $10,000 ranges from $20,000 to $70,000 or more). Caregiver perceived health was measured by a single item "How do you evaluate your health? " on a 5-point Likert-type scale from very bad (1) to very good (5).
Analysis Plan
We used t tests to determine whether there were gender differences on all the variables of interest. Potential control variables that showed gender differences were entered into the mediation analyses. These included caregiver age, income, education, and race, as well as relationship to care recipient. Following Baron and Kenny's suggestions (1986) , we next examined whether each of the three measures of religiousness was correlated with the measures of formal and informal support. We conducted mediation analyses on the use of informal support and in-home services using SPSS macros developed by Preacher and Hayes (2008) . This method produces confidence intervals for the estimated effects based on a bootstrapping method and allows us to determine the combined effects of the three religiousness measures and the specific mediating effect for each mediator simultaneously. We conducted two-step logistical regression analysis to detect mediating effects of religiousness on use of out-of-home services because the out-of-home services were dichotomies.
Results

Gender Differences in Use of Formal Services and Informal Support
Males reported using more in-home services than females. Females were more likely to receive informal support than males and more likely to use transportation services. There were no statistically significant gender differences in the use of day care or support group services (see Table 1 ).
Gender Differences in Demographics and Religiousness
Although some younger caregivers were included in the sample, 73% of participants were 60 years of age or older. Female caregivers were younger, and were more likely to be African American, caring for someone other than their spouse, of lower income, and to have lower educational levels than their male counterparts. Males and females did not differ in their years of taking care of the care recipient, self-rated health, or ADL/IADL help given to the care recipient. Care recipients of males and females did not differ on cognitive status nor on the number of ADL/IADL difficulties they had. Females scored higher on each of the three measures of religiousness than did males.
Relation Between Religiousness and Use of Formal Services and Informal Support
Frequency of attendance at religious services, frequency of prayer, and importance of religion had statistically significant negative correlations with use of in-home services and statistically significant positive correlations with informal support (see Table 2 ). Of the three measures of religiousness used in this study, only frequency of service attendance was related to use of transportation services. Those who attended religious services less frequently were more likely to use transportation services. 
Mediation Analysis With Use of Transportation as an Outcome
Customarily, mediation analysis requires that the independent variables be related to both the mediating variables and the dependent variables and that the mediation variables be related to the dependent variables (Baron & Kenny, 1986; Preacher & Hayes, 2008) . Because gender did not have statistically significant relationships with either use of day care service or use of support group services, neither of these variables was included in the mediation analyses. Because neither frequency of prayer nor importance of religion was related to use of transportation services, they were excluded from the equations predicting use of transportation services.
Logistic regression analysis indicated that females were more likely than males to use transportation services (β = .66, SE = .27, p < .05; see Table 3 ). However, when frequency of religious service attendance was introduced, controlling for caregiver age, income, education, race, and relationship to the care recipient, the relationship between gender and transportation use disappeared (β = .03, SE = .33, p > .05). At the same time, those who attended religious services more frequently, were less likely to use transportation services (β = −.20, SE = .07, p < .01). Although there is no calculated value of the indirect effect of gender via religious service attendance in use of transportation, the pattern of results we found suggested that attendance at religious services mediated the relationship between gender and use of transportation services.
Mediation Analyses With Use of In-Home Services and Informal Support as Outcomes
Females were less likely to use in-home services than were males, even when controlling for caregiver age, race, income, education, and relationship to care recipient (β = −.36, SE = .15, p < .05; see Table 4 ). The composite indirect path of gender through the three measures of religiousness to use of in-home services was statistically significant (β = -.08, SE = .03, p < .05), suggesting that religiousness partially explained the relationship between gender and use of in-home services. Two of the components of the indirect relationship of gender through religiousness to use of in-home services were statistically significant-frequency of service attendance (β = −.04, SE = .02, p < .05) and frequency of prayer (β = −.03, SE = .02, p < .05). 
Mediation Analysis With Use of Informal Support as an Outcome
Gender had a statistically significant relationship with level of informal support (β = 3.10, SE = .59, p < .01) that ceased to be statistically significant when the measures of religiousness were introduced into the equation. The overall indirect effect of gender through the three measures of religiousness to level of informal support was statistically significant β = .34, SE = .19, p < .05). However, the indirect effect of gender through each of the specific religiousness measure was not significant. Further analysis with each individual religiousness item as a mediator without two other religiousness items in the equation found significant indirect effects with prayer (β = .23, SE =.15, p < .05 )and with importance of religiousness(β = .21, SE = .14, p < .05).
Discussion
The first aim of this study was to identify differences between male and female AD caregivers in their receipt of specific formal services and their use of informal support. Consistent with Pinquart and Sorensen's (2006) suggestions, our findings indicated that gender differences in use of formal support varied by the type of service under consideration, independent of the effects of income and education level. We did not find gender differences in participants' physical functioning, health, and cognitive status, and therefore ruled out the contributions of such variables to gender differences in use of formal services and informal support. We found that females used fewer formal in-home services, a finding consistent with the studies of Stoller and Cutler (1992) and Tennstedt, Crawford, and McKinlay (1993) , and that females used more transportation services. Given that women are traditionally accustomed to in-home tasks, they may perceive less difficulty in performing such tasks, and thus might be less inclined to seek and receive outside assistance. Male caregivers in this sample were significantly older than their female counterparts. It may be that they were less prepared to perform in-home tasks in their early lives and thus they tended to seek out and receive more assistance in this regard. Consistent with gender role theory, women may be less comfortable with driving their spouses with dementia and may thus find community transportation services a more useful alternative.
We found that females were more likely to use informal support than males, which is consistent with some previous studies (Wallsten, 2000) , but contrary to others (Ingersoll-Dayton et al., 1996) . Subsequent analysis of these data found that males reported having fewer relatives (M = 9.06, SD = 3.74 for males and M = 9.99, SD = 3.06 for females, t(738) = −3.32, p ≤ .001), friends (M = 7.04, SD = 5.00 for males and M = 7.88, SD = 4.07 for females, t(738) = −2.26, p < .05), and confidants (M = 5.31, SD = 2.82 for males and M = 6.82, SD = 2.43 for females, t(738) = −6.88, p ≤ .001) than did females, which may help explain their lower use of social support. Another explanation for this finding may be that female caregivers acknowledge relying on their families, relatives, and friends for support, whereas male caregivers may be hesitant to report this type of support. Thus, the use of informal support by men could be underreported.
A major focus of this study was whether the abovementioned relationship between gender and different types of support was influenced by religiousness. Consistent with previous work (Navaie-Waliser et al., 2002) , female caregivers scored higher on each of the measures of religiousness than did male caregivers. We also found that religious service attendance helped explain gender differences in the use of transportation services. Although females were more likely to attend religious services than males, those who did not attend often were more likely to use transportation services. This might mean that caregivers who had trouble getting to church themselves were also more likely to need transportation services for the care recipient. These could be caregivers who never learned to drive or those who currently found themselves unable to drive with a disabled care recipient.
We found that frequency of service attendance and frequency of prayer partially mediated the relationship between gender and use of in-home formal services. It should be noted, however, that the magnitude of these relationships was small. Women who prayed and attended services more often were less likely to use in-home services. Attending services might link one to a helping community that shares and provides support in the tasks of caregiving, thus reducing the need for formal help. Prayer might also reduce the stresses of caregiving and thus the need for formal services. Given that both prayer and church attendance involve an expenditure of time, another possible explanation is that women who had time to attend services or pray might take care of a care recipient who required less care.
Religiousness also appeared to help explain the relationship between gender and use of informal support. The direct effect from gender to informal support was no longer statistically significant when the religiousness items were introduced. Although none of the three individual paths from gender through the measures of religiousness to use of informal support was statistically significant, the combined effect of the three measures was. These three dimensions of religiousness appeared to operate together in their influence on informal support. However, this finding needs to be approached with caution. It could be due to the close associations between the frequency of prayer and importance of religiousness, as further analysis with each individual religious item as a mediator found significant indirect effects with prayer and with importance of religiousness.
There are several methodological limitations associated with this secondary data analysis. We employed a sample with a substantial group of male (165) and female (555) caregivers. However, the sample was not a probability sample. Family caregivers were recruited via local AD diagnostic and support centers, community and social service agencies, and physicians' offices. Caregivers recruited through these sources may not represent those who are uncomfortable with seeking outside assistance or those who experience strain that is not severe enough to request help. Another limitation is our inability to calculate the indirect effect of gender via religiosity on transportation service use due to the unavailability of an appropriate analytical technique. The two-step logistical regression analyses allowed us to detect a mediation effect by comparing the β differences in two regression steps, but could not generate a value for this mediation effect. Finally, as is often the case in studies of service utilization, the data on service use were skewed, which partly explained a low R 2 value for the mediation model. Generally, however, regression analysis is robust to violations of normality as long as the sample size is not small (Cohen, Cohen, West, & Aiken, 2003) .
In spite of the abovementioned limitations, the findings of this study add to current AD caregiving literature, by shedding light on how caregivers' religiousness and gender are related to their use of informal and formal services. Our findings provide evidence that female and male caregivers differed in their use of informal support, that gender differences in formal service use were contingent on the specific type of services, and that religiousness helped explain such gender differences. If our assumptions about the socialization of the current cohort of AD caregivers are accurate, these findings from a group of caregivers, most of whom were born before 1940, reinforce the importance of using a life course perspective to understand gender role and religious socialization as they influence informal support and formal service use.
Findings of this study are of practical significance in terms of serving dementia caregivers, particularly those who fall through governmental program gaps. Because of the 2000 Older Americans Act amendment, National Family Caregiver Support Programs have been established across the country to help family caregivers to continue their caregiving efforts, which in turn, will allow care recipients to remain in the community for a longer period of time. However, due to lack of staff and limited budgets, the waiting period for admission to these programs may be lengthy, and not all caregivers are eligible. For those who are not eligible or those on the waiting list but in need of help, local agency case workers or program administrators may consider religious resources in the community as a way to assist dementia caregivers and their families. Collaboration with religious organizations could include referral of clients, helping establish respite care in churches, and providing health education to dementia caregivers in faith-based settings.
